she was fairly cheerful. At the end of a week she suddenly fell down dead in the ward. At the post-mortem examination no immediate cause whatever for death could be discovered.
Primary Sarcoma of Small Intestine causing Unusual Symptoms.
By W. MAXWELL TELLING, M.D., Leeds.
THE specimen shown is that of a small polypoid sarcoma, primary in the small bowel, in a boy aged 31 years. The clinical history and physical signs were of such interest, and the variety of bowel growth is so unusual, that I think the case is worth putting on record. The child was sent to me by Dr. Humphrys, of Retford, on May 3 last, with a history of intermittent attacks of abdominal colic since the previous October-about seven months. At first the attacks of colic had come on about every three or four days, and had lasted from half an hour to one hour. The pain was of some severity, causing the child to cry and to be very restless. The attacks increased in frequency and duration, till they were occurring daily and lasting for several hours. He was in an attack when I first saw him and it had then lasted five and a half hours. For about fourteen days preceding this, vomiting had usually occurred with the attacks. The child had always been constipated and this had not been unusually worse since the colic had been present, as it was easily controlled by simple aperients. No blood had ever been noted in the stools. The boy was healthy looking and had not lost much in weight. His doctor had noted a sausage-shaped tumour during some of the attacks; this disappeared in the intervals when he would be perfectly well and cheerful.
On May 3 a considerable sausage-shaped tumour was felt to be extending tranversely across the hypogastrium from one iliac fossa to the other. Its consistence varied with palpation and it was obviously a contracting coil of gut. Handling it did not appear to increase his pain and' discomfort, which persisted throughout an attack but was not more than to make him fretful and whimpering. A small nodular mass was felt in the left hypochondriac region and was thought to be faecal; its disappearance after an enema appeared to confirm this; it was not noted again.
I at once admitted the boy to hospital, where daily enemata for a few days seemed to make him more comfortable, the duration and severity of the attacks diminishing, but they increased again before long. During this period of nine days before operation the peristaltic tumour was observed in a variety of positions, and under conditions of varying thickness and size. When present there was never the slightest rigidity, the abdomen being palpable with the greatest ease and the tumour clearly definable and peristaltic. It was sometimes present when the child was not in obvious pain, but when the abdomen was quite normal to palpation, as it not infrequently was, his manner became alert and vivacious; he was then a happy and apparently quite healthy child. The tumour was 2 to 3 in. in thickness, and from 6 to 15 in. long, usually a little curved, and typically sausaged-shaped. It was visible by inspection. When the tumour was palpated we at once thought the condition was an intussusception; indeed, the child was shown at a meeting of the Leeds and West Riding Medico-ChiruKgical Society, and the almost universal diagnosis was chronic intussusception. The diagrams shown record some of the positions in which the tumour actually occurred.
The stools were normal throughout. An X-ray examination carried out by Dr. Scargill proved practically negative. Six hours after a barium meal the barium filled the terminal 9 in. of the ileum and was present in the cmcum, ascending and transverse colon. A small amount of barium was noted in a loop of small intestine just above and to the left of the umbilicus; subsequent findings at operations would lead me to suppose that this was at the site of and had been " held up " by the growth. A barium enema immediately reached the cocum and gave a perfectly normal presentation of the whole of the large intestines.
I was not satisfied with the favoured diagnosis of chronic intussusception to explain all the observed conditions, regarding it, as well, as inconsistent with the absence of certain sigiEs and symptoms. The tumour was clearly a contracting coil of bowel; from the variability of position it was equally clearly a contracting coil of the small bowel. This was also confirmed by the absolute normality of the large bowel by X-ray examination. From the periodic end complete disappearance of the, tumour, if an intussusception, it would obviously have had to be of the " in-and-outs" variety and a lesion of this duration transcends my experience. A further difficulty on this hypothesis would seem tco be the occasional great length of the tumour (as much as 15 in. being noted).'IThe variability of.the site of the tumour pointed to its position Section for the Study of Disease in Children in such a part of the small bowel as was free to move and was therefore not at the beginning or end portions of that tube. It was therefore fairly obvious that this tumour-forming loop of small intestine must carry its lesion with it-that is, the lesion must be in the wall or lumen of the gut, and was not a lesion imposed on it from without for that would have been inconsistent with the wide range of mobility observed.
It was also fairly clear that the obstruction was never more than partial,, but beyond this point it was difficult to arrive at certainty.. From the complete intermission of both tumour formation and symptoms it was difficult to posit a lesion confined to the wall of the gut with a hypertrophied coil proximal to it. The stenosis would have had to be considerable, and to produce such a considerable degree of gut contraction behind it, it would surely have been visible by X-ray examination and a cause of notable delay in the downward passage of the meal. This was not the case. I therefore thought the lumen was probably encroached upon by a tumour which was capable of varying its position, that it was probably something in the nature of a pedunculated and polypoid growth. One would naturally suppose this to be non-malignant on the grounds of probability. A tuberculous lesion seemed entirely unlikely.
My final diagnosis, therefore, was a tumour, probably polypoid, pedunculated and non-malignant, projecting into the lumen of the small intestine at some distance from its fixed ends, and by some degree of mobility within the lumen causing recurrent partial obstruction, with spasm of the gut immediately proximal to the lesion.
Laparotomy was performed on May 12, by my colleague, Mr. Coupland. A mesial incision was made and the loop of the bowel containing the lesion presented immediately. It was felt to be some kind of stricture and a few small glands were noted on the surface. It was regarded at the moment us tuberculous and enlarged glands in the adjacent mesentery were carefully sought for but not found. Some 3 in. of bowel were excised. Recovery was uneventful.
Later when I saw the specimen I was convinced from external examination that it was not tuberculous, and on laying open the bowel the small polypoid mass was revealed. It was oval, about 3 in. by 11 in. in diameter, and projecting i in. into the lumen; a typical "button" growth and obviously malignant, the small glands on the external surface being infiltrated. Histological examination was made by Professor Stewart, who reported that it was a spindle-celled sarcoma.
In reviewing the case the diagnosis, though not completely accurate, was an approximation to accuracy. The malignant nature of the growth was surprising and ,remarkable, but n:ot more so than the variable but considerable degree of obstruction which it caused. To explain this I had postulated a growth movable in the lumen; this was not the case, and one can only suppose, therefore, that there occurred a kinking or angulation at the site of the tumour. Otherwise the obstructive phenomena are inexplicable.
r The long history of the case and the apparent solitariness of the growth point to a low degree of malignancy. This was further supported by the absence of detectable enlargement of the mesenteric glands. It is rather too much to expect a radical cure in this case, but that time will prove. Sarcoma of the small intestine is a rare lesion and is usually lymphosarcoma. Further, its growth is usually rapid, with considerable tumour formation and cachexia; stenosis and obstructive symptoms are very exceptional. Apart from a congenital case I have not found an example recorded under 4 years of age, but I have not exhaustively searched the literature. In all these respects, therefore, this case is very exceptional.
Epileptic Convulsions in Children, with Marked Intestinal
Abnormalities.
By J. H. WATSON, F.R.C.S. (Burnley).
EPILEPSY has been described by medical writers from the earliest times. It is now broadly defined as a progressive disorder characterized by recurrent abrupt attacks of loss of consciousness with or without convulsions and often accompanied by a physical and mental deterioration, but as to its exact aetiology and pathology the medical profession is, and has always been baffled. We talk glibly of the influence of heredity and the sins of the parents, disorders of the endocrine glands, acidosis, increased intracranial pressure, and gastrointestinal disorders. Many of these conditions are not as yet well understood, but speaking as a surgeon I want more definite proof that the phenomenon is purely an abnormal mental reaction. It is to me, personally, an odious task to inform parents that their child is an epileptic, without offering at the same time some hope of amelioration, if not of cure. For many years I have carefully read any literature
